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Objective: Thoracoabdominal aortic aneurysm (TAAA) rupture usually results in death. The outcome remains poor for
patients who reach the operating room. The objective of this investigation was to define contemporary surgical experience
with ruptured TAAA in the United States.
Patients and methods: Clinical data derived from the Nationwide Inpatient Sample on patients who underwent repair of
a ruptured TAAA from 1988 to 1998 were analyzed. Age, sex, race, nature of admission, comorbid conditions, and
provider volume were abstracted from the database. In-hospital mortality, postoperative complications, and length of
stay were the principal outcome measures.
Results: Three hundred twenty-one patients were identified for the study. Mean age was 71.5 years; men outnumbered
women (63% vs 37%). Crude overall surgical mortality was 53.8% and did not improve over time. Operative mortality was
most likely (51%) to occur within the first 24 hours postoperatively. Median length of stay for surviving patients was 16
days. Renal failure (28%) and cardiac complications (18%) were the most common complications. In a logistic regression
model, age greater than 77 years was predictive of death (odds ratio [OR], 2.5; P  .005), and nonwhite race appeared
protective (OR, 0.53; P  .013).
Conclusions:Mortality after surgical treatment of ruptured TAAA is high. Surviving patients experience many postoper-
ative complications and have lengthy hospital stays. Given the lack of significant improvement in contemporary surgical
practice, new techniques of repair deserve the attention of clinicians. (J Vasc Surg 2003;38:319-22.)
Thoracoabdominal aortic aneurysm (TAAA) is rela-
tively uncommon. Rupture is the most lethal complication
in untreated cases.1 Operative mortality ranges from 17% to
67% for ruptured TAAA, depending on whether the rup-
ture is contained or free.2-7 These data typically derive from
a subanalysis of a single institution’s total TAAA experience
and may not reflect the true demographics, mortality, and
length of stay (LOS) for surgically treated ruptured TAAA
in the United States. The objective of the present study was
to describe the experience with surgically treated ruptured
TAAA over 11 years in a nationally representative sample.
METHODS
Data source. Clinical data for patients undergoing
repair of ruptured TAAA from 1988 to 1998 were derived
from the Nationwide Inpatient Sample (NIS),8 a 20% ran-
dom sample of US hospitals stratified by geographic region,
teaching status, hospital size, and other characteristics.
Participating hospitals provide 100% of their discharge
abstracts for a particular calendar year. The database is
maintained by the Agency for Health Care Research and
Quality as part of the Healthcare Cost and Utilization
Project.
Overall, 2185 patients who underwent repair of TAAA
were identified with the International Classification of Dis-
eases-ninth revision-Clinical Modification (ICD-9-CM)
codes for resection and replacement of the abdominal aorta
(ICD-9-CM, 384.4) and resection and replacement of the
thoracic aorta (ICD-9-CM, 384.5).9 Included in this
group were 321 patients identified as having TAAA rupture
with one of the following diagnostic codes: 441.1, rup-
tured thoracic aneurysm; 441.3, ruptured abdominal aortic
aneurysm; 441.5, ruptured abdominal aortic aneurysm, not
otherwise specified; or 441.6, ruptured thoracoabdominal
aortic aneurysm.
Information abstracted from the database included age,
gender, race, nature of admission, comorbid conditions, a
unique hospital identifier, vital status at discharge, LOS,
and postoperative complications. Patient age was classified
by quartiles for the purpose of comparison and defined as
less than 68 years, 68 to 72 years, 73 to 77 years, and
greater than 77 years. Race was categorized as white or
nonwhite. Comorbid conditions were determined with the
Romano modification of the Charlson comorbidity in-
dex.10,11 Total TAAA repair volume and total AAA volume
variables for each hospital were created with terciles, which
were calculated on a yearly basis. For TAAA repair, hospital
volume was considered low (median, 1 case per year; range,
1-3 cases per year), medium (median, 4 cases per year;
range, 2-6 cases per year), or high (median, 12 cases per
year; range, 6-31 cases per year). For AAA repair, hospital
volume was considered low (median, 2 cases per year;
range, 1-4 cases per year), medium (median, 9 cases per
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year; range, 5-15 cases per year), or high (median, 30 cases
per year; range, 16-191 cases per year). The overlap in
range is a result of annual variation in absolute number of
TAAA operations performed during the study period.
Outcome variables. In-hospital postoperative mortal-
ity was the primary outcome variable. Secondary outcome
measures were postoperative complications and LOS. The
array of postoperative complications was tabulated with
ICD-9-CM codes 996.0 to 999.0. Specific cardiac (997.1),
pulmonary (997.3), and hemorrhagic (998.1, 998.11)
complications, acute renal failure (584.0, 584.6, 584.8,
584.9, 788.5, and paralysis (344.1, 344.9) were also ana-
lyzed. Overall LOS was adjusted to reflect postoperative
hospital stay.
Statistical analysis. Descriptive statistical analysis was
performed on demographic variables. Descriptive and uni-
variate comparisons were performed on specific demo-
graphic and outcomes variables with analysis of variance, X2
test, and Mantel-Haenszel common odds ratio where ap-
propriate. Stepwise binary logistic regression (inclusion
threshold, P  .1) of in-hospital mortality was used to
determine independent risk factors. The multivariate
model of mortality was tested for goodness of fit according
to the Hosmer-Lemeshow method.12 P  .05 was consid-
ered statistically significant in all final analyses. SPSS version
11.0 (SPSS, Chicago, Ill) was used for all statistical analyses
and graphing.
RESULTS
Mean age of the 321 patients was 71.5 (SD  8.8;
range, 24-93 years) years. Men outnumbered women (63%
vs 37%). Sixty-six percent of patients were white. Chronic
obstructive pulmonary disease was the most common co-
morbid condition (16.1%). Diabetes mellitus (4.4%), pre-
vious myocardial infarction (3.7%), and coexisting renal
disease (0.9%) were less common. No significant differ-
ences were observed in comorbidity rates on the basis of
patient age. Crude overall mortality rate was 53.8%, with no
measurable improvement during the study (Fig 1). Mortal-
ity increased with increasing patient age (Fig 2).
The majority of patients (51.7%) had at least one post-
operative complication (Table I). Acute renal failure
(28.0%) and cardiac-related events (18.1%) were the most
common complications. All postoperative complications,
with the exception of pulmonary complications and para-
plegia, increased risk for death. For surviving patients,
median LOS was 16 days (interquartile range, 25th-75th
percentile, 10-28 days), and for nonsurvivors was 1 day
(interquartile range, 25th-75th percentile, 0-8 days). More
than half (51.2%) of all deaths occurred within 24 hours
after surgery.
The logistic regression model for mortality was reveal-
ing (Table II). The Hosmer-Lemeshow X2 equaled 5.6
(P  .692), suggesting a good fit. Patient age greater than
77 years was predictive of death (odds ratio [OR], 2.5; P
.005), and nonwhite race appeared protective (OR, 0.53; P
 .013). Female gender (OR, 1.5; P  .106) was sugges-
tive of increased mortality. The more contemporary period
of the study (1994-1998) did not result in decreased risk
for death. No significant relationship between hospital total
TAAA surgical volume or total AAA volume (either low,
medium, or high) and mortality after surgery to treat
ruptured TAAA could be demonstrated with univariate
analysis (P  .398 and P  .375, respectively).
Fig 1. In-hospital postoperative mortality rates for surgically
treated ruptured thoracoabdominal aortic aneurysm from 1988 to
1998 in the United States. There was no significant change (P 
.74) in mortality rate during the study period, the mean being
53.8%.
Fig 2. Age-related postoperative mortality for surgically treated
ruptured thoracoabdominal aortic aneurysm. Older age groups,
determined with quartiles, had greater mortality rates (P  .023,
Pearson X2 test). Vertical lines represent 95% confidence interval
around the mean.
JOURNAL OF VASCULAR SURGERY
August 2003320 Cowan et al
DISCUSSION
Ruptured TAAA comprise approximately 15% of all
surgically treated TAAA in the United States. In the present
study, postoperative mortality rates ranged from 40% to
70%, with no evidence of improvement in contemporary
practice. More than half of these patients died within the
first 24 hours postoperatively. This suggests that little head-
way is being made nationally with use of current surgical
strategies.
Postoperative outcome from the majority of large insti-
tutions with high-volume elective TAAA practices report
similar mortality rates as those in this nationally based
study. Cina et al5 reported 64% mortality in treating rup-
tured TAAA, while reporting excellent elective TAAA mor-
tality rates. In a 10-year cohort study, Bradbury et al2
reported 60% mortality in their ruptured TAAA experience.
Similar mortality was observed in an 8-year cohort study by
Velazquez et al,3 who demonstrated 67% (free rupture) and
50% (immediate presentation) mortality rates accompany-
ing repair of ruptured TAAA.
A few select institutions have reported lower mortality
in treating ruptured TAAA. Cambria et al,4 in a 15-year
experience with 337 TAAA treated by a single surgeon, of
which 13.6% ruptured, reported postoperative mortality of
only 17%. Lemaire et al7 reported 17% mortality among 76
patients undergoing surgery to treat ruptured TAAA. The
latter authors found no relationship between age and out-
come, contrary to the results in the present study. It is
unclear how selection bias or referral patterns of contained
ruptures may skew these results. Regardless, these superior
results clearly represent a significant investment of talent
and resources in the surgical treatment of TAAA and may
provide the impetus to refer patients in the elective setting
to centers that demonstrate similar results. However, in the
case of ruptured TAAA this option may not exist, and
therefore alternative approaches for managing these pa-
tients should be explored.
The efficacy of endovascular stent grafting of ruptured
TAAA has been documented in case reports and small
series. Chuter et al13 described successful deployment of a
stent graft specially designed for TAAA in a 76-year-old
patient with a contained rupture. The patient survived;
however, on postoperative day 2 paraplegia developed. No
immediate deaths or paraplegia were reported after similar
therapy in the small series of Doss et al14 (n 3) or Morgan
et al15 (n  4) with contained ruptures. Alric et al16
reported one post-procedure death in 10 patients undergo-
ing endovascular intervention (seven with aneurysm dis-
ease) who had ruptured TAAA at presentation. These re-
ports suggest that incorporating endovascular techniques
may provide a means of improving the otherwise excessive
mortality rate accompanying open surgical repair of rup-
tured TAAA.
This review of a national experience has certain limita-
tions. The nature of the NIS administrative data precludes
analysis of specific physiologic variables (eg, hemodynamic
status, blood loss, creatinine concentration), operative vari-
ables (eg, thoracotomy or laparotomy, circulatory bypass),
and anatomic variables (eg, aneurysm type, exact location,
size) that may influence outcome. Furthermore, the post-
operative complications rely on secondary diagnostic codes
that may not have been coded with 100% accuracy. For
example, this may explain the unusually low incidence of
paraplegia. That pulmonary complications were protective
against death may simply represent the decrease in mortal-
ity of those surviving beyond the first few postoperative
days and therefore surviving long enough to manifest pul-
monary complications. The comorbidity codes used may
have been underreported and do not describe the severity
of a particular condition or any therapeutic interventions
that may modify the diagnosis. For example, a patient
coded as having a history of myocardial infarction may have
had a single event or multiple events and may or may not
have undergone coronary artery angioplasty, stenting, or
bypass grafting. Furthermore, it does not measure the
incidence of coronary artery disease in the population.
Nevertheless surgically treated ruptured TAAA are as-
sociated with extremely high, and often early, postoperative
mortality in the United States. Given the lack of significant
improvement in contemporary surgical practice, new tech-
niques of repair deserve the attention of clinicians.
Table I. Postoperative complications associated with
surgically treated ruptured thoracoabdominal aortic






Acute renal failure 28.0 1.6 .063
Cardiac 18.1 1.6 .097
Pulmonary 12.7 0.20 .001
Hemorrhage 10.9 1.5 .262
Paraplegia 3.4 0.70 .570
Any complication 51.7 1.1
*Mantel-Haenszel common odds ratio estimate.
Table II. Binary logistic regression model for









77 2.5 1.3, 4.9 .005
73–77 1.5 0.79, 2.7 .230
68–72 1.8 0.94, 3.4 .074
Female gender 1.5 0.92, 2.4 .106
Chronic obstructive pulmonary
disease
0.94 0.51, 1.8 .856
Time period, 1994–1998‡ 0.74 0.44, 1.23 .252
Nonwhite race 0.53 0.32, 0.88 .13
*Odds ratio great than 1 represents an increased risk for death.
†Odds ratios compared with 68 years of age.
‡Odds ratio compared with the period 1988–1993.
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